INTRODUCTION
found in lower mammalians where it gains attachment to the skin of the limbs so that the animals can shake their skin.
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CASE REPORT
During routine dissection of both axillae of an old male cadaver, presence of the axillary arch muscle was noted on either side. It took origin from latissimus dorsi and teres major ( 
DISCUSSION
In the past, the axillary arch has been defined as a muscular arch which crosses from the edge of latissimus dorsi, midway in the posterior axillary fold, over the front of the axillary vessels and nerves to join the tendons of pectoralis major, coracobrachialis or the fascia over the biceps. 6 The frequency is 0.25% to 43.8% depending on the population studied and the prevalence is 7-27%. 4 A possible genetic basis was found in patient of trisomy 13. 7 The prevalence was more among Chinese than in Caucasians and more common in females than in males. 1 It is usually bilateral but can occur unilaterally. 8 Testut classified these muscular bands as complete and incomplete. 9 The complete form reached the tendon of the pectoralis major near its site of insertion on the humerus; in the incomplete form, the axillary arch extended from the latissimus dorsi to the axillary fascia, biceps brachii muscle, coracobrachialis muscle, the distal end of the bicipital groove, the inferior edge of the pectoralis minor muscle or the coracoid process. 10 In the present case, the muscular slip on either side was of incomplete form. It passed deep to the axillary vessels but was enclosed by two roots of the radial nerve which united at the lower border of the muscle.
There was no mention in any of these cases of additional attachments to surrounding structures. The case reported here is unique in that the muscular slip was attached to multiple structures such as bone (coracoid process and shoulder joint capsule), tendon (common tendinous origin of biceps brachii and coracobrachialis) and muscles (pectoralis major and serratus anterior). Wilson studied the nerve supply of this muscular arch and described four sources of its innervation: branch from anterior thoracic nerve (commonest), nerve of Wrisberg (from internal anterior thoracic nerve), branch from intercosto-brachial nerve and branch from lateral ramus of first intercostals nerve.
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Limb muscles arise from the somatic layer of the lateral plate mesoderm surrounding the developing bones. 12 Cihak described four fundamental phases in the ontogenesis of muscle pattern. 13 The muscle anomaly Axillary muscular arch is considered to be rudimentary remnants of the "panniculus carnosus", which is an embryological remnant of a more extensive sheet of skin associated musculature, lying at the junction between the superficial fascia and subcutaneous fat.
This structure is well developed in lower mammals, particularly rodents, while in higher primates and humans it is evident only as muscle such as platysma and dartos; in the remainder of body it becomes vestigial. 15 In lower mammals, the panniculus carnosus is highly developed to form the pectoral group of muscles. However, in man, it has regressed because its functional importance decreased during evolution in favour of wider upper limb mobility. 16 In humans,
Langer's arch is therefore the most common embryologic remnant of the panniculus carnosus in the pectoralis group of muscles. the axilla itself can be clinically useful but MRI scan may be required to confirm the diagnosis. 17 Clinically it has been implicated in costoclavicular compression syndrome, axillary vein entrapment, median nerve entrapment, hyperabduction syndrome, thoracic outlet syndrome and shoulder instability syndrome. 18, 19 Furthermore, it may cause hindrance during axillary lymphadenectomy or lymph node biopsy causing difficulty in reaching the lymph nodes lying deeply. In such cases, surgeons are obliged to cut the arch to avoid both the omission of the lymph nodes posterior to it and the local recurrence of the disease.
Identification of Langer's arch or its remnant may be of particular importance when performing sentinel node biopsy, because for the need of adequate exposure and good haemostasis during this procedure.
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Access for bypass surgery using the axillary vessels may be compromised if there is failure to identify Langer's arch. 22 
